Introduction
Shortages in the Australian medical workforce have been a concern for the rural sector and government alike for many years [1] [2] [3] [4] [5] . The Commonwealth Department of Health and Aged Care has implemented the Government's Regional
Health Strategy which has provided funding to universities for the establishment of rural clinical schools on a national basis to secure a rural education and training network [6] [7] [8] . This is one arm of a strategy to improve rural medical workforce recruitment and retention; the hope and expectation is that students who have had substantial rural experience during their training are more likely to return to the rural sector than if they did not have that experience.
The recognised workforce problems are exacerbated by the demographics of rural medical practitioners who are older than their city counterparts 9 . Unless this is addressed workforce numbers will become critical for even larger numbers of rural centres as the older practitioners retire or move to city or coastal centres. This brings up issues of preparing the potential workforce for the rural settings.
Rural practice is not the same as city practice, a situation recognised by rural doctors around Australia 10, 11 . The
Australian College of Rural and Remote Medicine (ACRRM) was set up as a grass-roots response to the very difficult situation of insufficient training and representation at a national level for rural care of people outside of metropolitan Australia. It was recognised that training for this type of medicine could be improved 12 and a training program was developed, leading to a fellowship 10 . At about the same time, the Royal College of General Practitioners set up a rural training program 13 and National Rural Faculty In addition, conditions had to be managed in greater depth due to difficulties inherent in referring away. Medical practitioners exhibited the increased level of knowledge required to deal with such patients who, in the city, would be seen by specialist colleagues. In many areas doctors also still have admitting rights to the local hospitals and therefore stay current with both in-patient and out-patient skill sets.
'A different way of thinking'
Students reported that their rural teachers exhibited a greater professional independence and a greater responsibility for patient care that required a different way of thinking as compared with their metropolitan colleagues. This was largely due to complications caused by long distances and isolation. There was a constant lack of resources, both human and equipment. One student's view was that 'rural people have different technology', and illustrated the comment with details about making decisions with less information because the technology taken for granted in the city is not necessarily available in the bush. There may be no CT scanner, or the patient may be too overweight for the local scanner and they are more than 1000 km from alternative equipment. The problem was not so much the severely ill patients, as they can be airlifted out, but the patient who is 'probably OK', but who would normally receive a CT scan in the city to rule out a subdural haematoma. Access to tests also could not be taken for granted:
A Hence, learning to communicate across cultural and language barriers was another necessary rural skill.
A 'more holistic' socially oriented patient care model
A frequent comment from students was that rural health was less biomedical and more holistic than their experience in the city, which was interesting in view of the pragmatic short biomedical interventions they were talking about. However it seemed to relate to being aware of the multiple cultures in Students developed an awareness of local social problems and their impact on health and illness. They reported that more time was and had to be given to patients to improve communication and outcomes.
If patients were to be referred to a tertiary care, the student practitioners indicated the need to consider costs for the family and for local hospital budgets. This included the impact that time away would have on family finances and business, the interruption to family dynamics and whether the patient would go if referred.
Where referrals were necessary, the GPs had to consider fitting in all investigations likely to be required at once because patients couldn't keep returning for 'one more test'.
It was also recognised that families may have more than one member needing referral, and so liaising with health providers in the city was considered a priority so, for example a parent's MRI might need to be coordinated with a child's hearing appointment when the distance from the city was 700 km. This was seen to be both important and time consuming.
They also identified local physicians' passion and dedication to their patients that they didn't see in the city 
Personal
Students were very aware of the personal costs of practising in a rural community where colleagues and hospital staffing issues impact more quickly and more severely than in the city. They talked of the need to develop stronger coping mechanisms to avoid burnout, stress and depression. These matters were to be seriously considered if and when they intended to return to practice in rural areas.
Discussion
There are several limitations to this study. The question was part of the overall evaluation of student experience in their rural placements for the year while at the rural clinical school and was not a primary reason for the interview.
Students were not asked to clarify all aspects, and so full saturation of data was not achieved. Some categories were not mentioned by all students and if they were asked about these there may not have been full agreement as to all findings. Those students who lived in the larger centres or to the south of the state felt less strongly than those who had placements in the north or who spent greater amounts of time in remote settlements.
One of the characteristics of rural undergraduate teaching in Australia and New Zealand is that students report a high level of satisfaction with the clinical experience they receive 16, 17 . Rural medicine is perceived by our students to be interesting, exciting and enjoyable, and these students were happily prepared to spend a year in rural and remote locations 16 . However these students became aware very early in their rural experience of differences in training required for competent rural practice.
A similar reaction by undergraduates contributed to the reawakening of interest in family medicine in the USA in the early 1970s. unpubl. data). However, unless we provide the postgraduate training in the country, our new graduates will continue to put down roots in our towns, and our rural areas will be served by a rapidly ageing rural general practitioner workforce9 assisted by overseas trained doctors. The third 'blank' is that of a transparently valid assessment process. This process would be well within the skills and abilities of the rural academic workforce and the method has been foreshadowed by the ACRRM pathway leading to the FACRRM. However it is really important that this is seen to be the work and responsibility of the whole of the profession working in the rural and remote sector. All the colleges need to combine to find the common ground between rural generalists and specialists, in the same way that faculties of medicine have done with the undergraduate rural streams.
This study provides us with a student view of rural medicine as a discipline distinct from general practice that requires its own training program. Our students recognise the level of expertise of rural practitioners in managing complexity in rural medicine 22 with its lack of resources, its internal diversity of peoples in its communities, the differences of rural living and the tyranny of distance 23, 24 . They also recognise the importance of training additional to the city level of general practice skills, in order to satisfactorily meet healthcare needs in the rural setting.
A recent survey concluded that most rural Australians value highly the provision of adequate local 'safety net' services that can deal with emergencies and acute-care needs as a priority 25 . Since GPs remain the preferred cornerstone of care for rural consumers, solving the current rural medical 
